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Interview with the Director of Nurses and the
Administrator on May 31, 2012, at 8:10 a.m,, in

F 329
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the staff education room, confirmed the
l physician's order did include blood pressure
 Parameters for safe administration of the
| medication and the facility had failed to foflow the
| physician's order twenty-two times by not
| obtaining BPs prior to the administration of an
 antihypertensive medication from May 1, 2012
| through May 12, 2012.

| 483.25(1) DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS |
Each resident's drug regimen must be free from |
unnecessary drugs, An unnecessary drug is any ]
drug when used in excessive dose (including |
duplicate therapy); or for excessive duration; or |
without adequate monitoring; or without adequate ;
indications for its use; or in the presence of |
adverse consequences which indicate the dose |
should be reduced or discontinued: or any i
combinations of the reasons above.
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F 329 Continued From page 3 . F329/i]Jill b€ accompl Shed (; |
| Medical record review of a Physician's Order | Hhose (esidets QGUPC\ ©
, dated December 8, 2011, revealed "...Enalapril | rave been CKS\‘-C(:’C-&EC\ b“{ +he
(blood pressure medication) 20mg (milligrams) | A g

PO (by mouth) QD (every day) HOLD for SBP
(systolic blood pressure) < (less than) 110..."

Medical record review of the May 2012
recapitulation orders revealed "...Enalapril 20mg
PO QD HOLD far SBP < 110..."

Medical record review of the Medication

Administration Record (MAR) for the months of

March 2012 and April 2012 revealed the

| medication had been properly administered (once
daily) each day of March 2012 and April 2012.

Medical record review of the Medication

| Administration Record (MAR) for the month of

| May 2012 revealed Enalapril 20 mg had been

| administered to the resident twice a day (not once
a day as ordered), at 8:00 a.m. and again at 4:00
p.m., May 1, 2012 through May 27, 2012, when
the error was identified. This resulted in

| twenty-seven unnecessary doses of the blood
pressure medication.

Interview with the Director of Nurses (DON) and
the Administrator on May 31, 2012, at 8:10 a,m,,
in the staff education room confirmed the

| physician's order had not been transcribed
correctly at the beginning of the month (May
2012), resuiting in twenty-seven unnecessary
medication doses. Continued interview with the
DON and the Administrator confirmed the

| medication error had not been previously

| reported and no investigation of the medication
error had been completed.
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